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Abstract 
How do clinicians decide whether or not to diagnose a comorbid anxiety disorder in children with 
ADHD? 
Richelle Ashley McGhee 
Mary V. Spiers, Ph.D. 
 
 
There is a debate in the literature today about the use of child report for diagnostic 
purposes between the attention-deficit/hyperactivity disorder (ADHD) literature where it is 
discounted as viable information and the child anxiety literature where it is seen as a necessary 
component for diagnosis. This study addresses the question of how child report is used in 
diagnosing co-occurring internalizing disorders in children with ADHD in a treatment center for 
the assessment and treatment of ADHD. This study was designed to assess the agreement 
between different sources of information used to diagnose childhood anxiety (parent structured 
interview, parent report questionnaire, teacher report questionnaire and child self-report 
questionnaire) and predict which information clinicians in an ADHD assessment and treatment 
center base diagnostic decisions on. Agreement between reporters was assessed between ADHD 
diagnostic groups and other possible moderating factors (age, gender, ethnicity, oppositional 
defiant disorder (ODD), and academic performance). The interactions between ADHD and each 
factor were also looked at. The Results showed low to moderate agreement across reporter pairs 
and groups. Children had especially low agreement with parents and teachers who agreed slightly 
better with one another. Clinician diagnosis was best predicted by the parent structured interview 
with child self report and teacher report adding significant but low predictive ability. When faced 
with multiple pieces of discrepant information, findings suggest that clinicians do base diagnostic 
decisions on multiple informants, but favor parent report. 
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Background and Literature Review 
 
There is a debate in the literature today about the use of child report for diagnosing co-
occurring internalizing disorders in children with ADHD. Clinicians and researchers in ADHD 
assessment and treatment view child report differently than clinicians and researchers who treat 
child anxiety. With the high prevalence of comorbid anxiety in clinic-referred children with 
ADHD ranging from 25%-40% (Barkley, 2003; Tannock, 2009), it is important to understand the 
unique needs of children who have both ADHD and anxiety and how to most accurately 
diagnose. Standard practice in diagnosing children, regardless of the disorder, is to obtain 
information from multiple sources before making a decision (King, 1997). This study assessed 
how much agreement there is between different sources of available information and what 
clinicians do with discrepant information when making a diagnosis of an anxiety disorder in a 
child with ADHD. 
 
Assessing ADHD in children 
Because of the propensity for children with ADHD to minimize their behavioral 
problems or underreport the severity of ADHD symptoms (Fischer, Barkley, Fletcher, & 
Smallish, 1993), and their assumed limitation in self awareness, “the diagnosis of ODD or 
ADHD is never based on the reports of the child" (Barkley, 1997). The Practice Parameter for 
the Assessment and Treatment of Children and Adolescents With Attention-Deficit/Hyperactivity 
Disorder recommends that clinicians perform a detailed interview with the parent for ADHD 
symptoms, followed by eliciting and integrating teacher report, interviewing the parent for 
comorbid symptoms in the child and finally interviewing the child. However, “the primary 
purpose of the interview with the child or adolescent is not to confirm or refute the diagnosis of 
ADHD,” but more to build rapport and check the mental status of the child (Pliszka, 2007).  
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Informant discrepancies on measures of ADHD 
Most of the research done up to this point on informant discrepancies between parents 
and their children with ADHD have looked at concepts such as the positive illusory bias or 
distorted self perceptions. Hoza and colleagues (2004) compared children’s report of their 
perceived functioning with parent and teacher reports in four domains: scholastic, social, athletic, 
and behavioral. The discrepancies between reporters were then compared to a normative control 
group. As hypothesized, they found that children with ADHD tend to inflate their self-
perceptions, especially in the area of their greatest deficit. They also noted that both boys and 
girls experience positive illusions in relation to their self-perceptions. Not only has the concept of 
positive illusion been studied in terms of self perceptions of functional ability (Eisenberg & 
Schneider, 2007; Hoza, et al., 2004; Owens, Goldfine, Evangelista, Hoza, & Kaiser, 2007), but it 
has also been assessed in children’s perceived quality of life (Klassen, Miller, & Fine, 2006). In 
the dimension of quality of life, children with ADHD tended to rate themselves higher than their 
parents on measures of psychosocial health such as self esteem (Klassen, et al., 2006). These 
studies all support the trend in the literature that children are not reliable reporters of their own 
behaviors and that they tend to inflate reports of positive characteristics and minimize reports of 
negative characteristics. In a critical review of informant discrepancies in a clinic setting by De 
Los Reyes and Kazdin (2005), children with ADHD were identified as being the most discrepant 
reporters from observers of their behavior (parents and teachers) as well as from the goals of 
treatment. Given this evidence that child self-report of symptoms of ADHD have not been shown 
to be reliable, it is not often used in diagnosis. 
 
Assessing anxiety in children 
Viewing child report as being unnecessary for diagnosis could be problematic for 
clinicians assessing children with ADHD who may have comorbid disorders. In contrast to the 
trend in ADHD treatment to discount child report, in child anxiety literature, child assessment is 
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seen as not only an important piece of the profile, but also a necessary component to 
understanding and diagnosing the child (Klein, 1991). Recommendations for evaluation of 
anxiety in the Practice Parameter for the Assessment and Treatment of Children and Adolescents 
With Anxiety Disorders, suggest the importance of assessing the child, and outline several ways 
to make anxiety evaluations developmentally appropriate. Mention of obtaining parent report is 
secondary to the discussion of ways to assess the child (Connolly & Bernstein, 2007).  
 
Informant discrepancies on measures of anxiety 
Similar to the issues found with using different reporters for a child’s ADHD symptoms, 
researchers have found considerable discrepancies between reporters of child anxiety symptoms 
(Choudhury, Pimentel, & Kendall, 2003; Klein, 1991; Rapee, Barrett, Dadds, & Evans, 1994). 
Rapee and colleagues (1994) found that there is poor agreement between children and parents on 
both a principle diagnosis of an anxiety disorder and the presence of each anxiety disorder 
anywhere in the clinical picture, and they noted that parents reported far more anxiety than 
children. These results were replicated by Choudhury and colleagues (2003) who also added that 
agreement was better when both child and parent reported at least one principle anxiety 
diagnosis. There are reports of some moderating factors, such as older children (Rapee, et al., 
1994), or girls (Choudhury, et al., 2003) having higher agreement on the presence of social 
anxiety than younger children, or boys, but these findings were not consistent between studies 
and have not been validated in the informant discrepancy literature  (De Los Reyes & Kazdin, 
2005; Grills & Ollendick, 2002). 
In a meta-analysis of cross informant-correlations in child assessment in 119 studies, 
Achenbach et al. (1987) found significantly higher discrepancy between children and parents on 
measures of internalizing problems compared with externalizing problems. Even with this greater 
discrepancy, in the literature on the assessment of anxiety, discrepant reporting is not considered 
a reason to omit child report (Klein, 1991; Renk, 2005). In fact, it is viewed as the addition of 
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more information into the child’s clinical picture, as children can report more accurately on their 
internal states and symptoms of anxiety than observers who aren’t aware of the child’s thoughts 
(Loeber, Green, & Lahey, 1990; March, et al., 2000). Parent and teacher report helps to identify 
how the child’s anxiety is impacting home and school functioning. 
 
Child report and discrepancies in assessing co-morbidities 
In spite of researchers looking at the reliability of child report in children with multiple 
diagnoses (e.g., ADHD and anxiety), few studies have had enough subjects to ask these questions 
about children who have comorbid ADHD and an anxiety disorder. One exception to this is a 
study by Jarrett and colleagues (2007) that looked at inter-rater agreement in the comorbidity 
between ADHD and anxiety. While assessing the validity of the ADHD module of the Anxiety 
Disorders Interview Schedule for DSM-IV (Silverman & Albano, 1996), they looked at levels of 
internalizing symptoms between children who did and did not agree with their parents on an 
ADHD diagnosis. They hypothesized that higher levels of agreement between parent and child 
on ADHD diagnosis would be associated with higher reports of comorbid internalizing 
symptoms. They found that children with higher agreement on a diagnosis of ADHD did not 
show more internalizing problems on the diagnoses level, but that they endorsed more items on 
the MASC, RCMAS and CDI on the symptom level indicating higher symptom severity. Levels 
of parent-child agreement were not investigated in the control group of children who did not have 
ADHD. Furthermore, the standard deviations for many of the symptoms assessed were very 
large, in several instances greater than the mean, indicating that although there was an overall 
trend in support of their hypothesis, there was a great deal of variability between children. Given 
the level of variation within Jarrett’s analyses, future research should look at other factors that 
affect the child aside from how closely they agree with their parents on their symptoms of 
ADHD. Other factors such as the child’s age or gender, academic performance, ethnicity or the 
 5 
 
presence of a comorbid disorder may lead to different levels of agreement between children and 
parents on the presence of anxiety symptoms.  
This study builds on this prior research.  However, instead of assessing rates of 
internalizing problems between groups of children who and those who do not agree with their 
parents about the presence of an ADHD diagnosis, this study evaluates levels of informant 
agreement for internalizing symptoms of children who do or do not have a diagnosis of ADHD, 
as well as at moderating characteristics which may influence rates of agreement.  
Since there is a lack of evidence indicating which informant tends to be the most 
accurate in reporting symptoms of anxiety, clinicians are faced with the job of sorting it out on a 
case-by-case basis. The difficulty of diagnosing childhood anxiety is only exacerbated when 
assessing children with ADHD, where the child’s report is already viewed as less crucial to 
diagnosis. Rachel Klein, in her review of the literature on parent-child agreement in anxiety 
assessment, calls for further research into the significant contribution each informant has in 
predicting clinical diagnosis (1991). Despite the need for this type of research, no prior study has 
looked specifically at the relative weights that clinicians give to parent questionnaire, teacher 
questionnaire, parent interview, and child questionnaire data when making a clinical diagnosis. 
That is why this study looks not just at factors which influence the extent to which children agree 
with parents and teachers on their report of child anxiety symptoms, but also looks at how 
ADHD clinicians put this information together when deciding whether or not a child meets 
criteria for a comorbid anxiety disorder diagnosis. 
 
Factors that affect discrepancies between reporters 
With the previously reported discrepancies between children and adults on psychological 
assessment measures, many researchers have looked into possible mediators and moderators of 
that relationship. The main factors that have been assessed across studies are, the child’s age, 
gender, and ethnicity, as well as comorbid disorders such as Oppositional Defiant Disorder and 
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Conduct Disorder. Child’s age is thought to affect informant discrepancies for several possible 
reasons. Agreement has been found to be stronger in younger children than adolescents 
(Achenbach, et al., 1987), possibly because younger children may exhibit more observable 
behaviors and are assumed to spend more time in the presence of observers (De Los Reyes & 
Kazdin, 2005). However, this finding has been shown to vary significantly between internalizing 
and externalizing problems where older children with internalizing problems have the lowest 
agreement with their parents and younger children with externalizing have the highest 
(Achenbach, et al., 1987). There are very mixed results on the effect of gender on parent-child 
agreement. However in just looking at childhood anxiety, Choudhury and colleagues (2003) 
found that agreement was slightly higher for girls where boys did not agree any better than 
chance with their parents. 
Very few studies have looked at ethnicity as a possible covariate of agreement between 
parents and children on reports of anxiety, although according to a review by De Los Reyes and 
Kazdin (2005), several studies have shown greater discrepancies between African American 
children and their parents. These statistics have not been consistently repeated, and there are few 
theories to explain the difference. An interesting difference based on ethnicity that helps to 
explain the discrepancy is that, while the difference in level of agreement is not always 
significantly different, the direction of the discrepancy is different between African Americans 
and European Americans. African American mothers rated their children as being less anxious 
than their children rated themselves, where European American mothers rated their children as 
more anxious than the children self-reported (Wachtel, Rodrigue, Geffken, Graham-Pole, & 
Turner, 1994; Walton, Johnson, & Algina, 1999). This is thought to be a function of cultural 
differences in the perception of problematic behavior. 
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Purpose 
 This study expands the previous understanding of informant discrepancy between 
observers (parents and teachers) and children with ADHD in their report of children’s comorbid 
internalizing problems.  In doing this, the study builds on the work by Jarrett and colleagues 
(2007), by looking at report of internalizing symptoms with a larger sample of children that 
includes a higher prevalence of ethnic minority participants and females. It also looks at other 
factors that may moderate the level of agreement between parents and children (i.e. age, gender, 
ethnicity, comorbid Oppositional Defiant Disorder, and academic performance). Furthermore, 
this study has made a preliminary attempt to determine the relative weight that clinicians give to 
the different reports when making a clinical decision about the presence or absence of an anxiety 
disorder in a child. Therefore, it broadens our understanding of this subset of children with 
ADHD and comorbid Internalizing Problems.  
 
Aims and Hypotheses 
Aim 1: Determine whether a diagnosis of ADHD affects the level that children agree with their 
parents and teachers on reported symptoms of anxiety. Determine if levels of child-adult 
agreement vary based on age, gender, ethnicity, comorbid ODD, and academic performance. 
 Hypothesis 1a: Children with an ADHD diagnosis will show less agreement with parents 
and teachers on report of anxiety symptoms than children without a diagnosis of ADHD. 
 Hypothesis 1b: There will be a main effect of older children having worse agreement 
with parents and teachers than younger children and there will be an interaction with 
ADHD diagnosis such that older children with ADHD will show the lowest agreement 
and younger children without ADHD will show the highest agreement. 
Hypothesis 1c: There will be a main effect of girls agreeing with parents and teachers to 
a greater extent than boys, and there will be an interaction effect with ADHD diagnosis 
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such that boys with ADHD will show the lowest agreement and girls without ADHD will 
show the highest.  
Hypothesis 1d: The direction of the report discrepancy on measures of anxiety between 
children and parents from ethnic minority backgrounds will be opposite to the ethnic 
majority. 
Hypothesis 1e: There will be a main effect that children with comorbid ODD will show 
the lowest agreement with their parent on anxiety symptoms relative to children without 
comorbid ODD, and there will be an interaction effect with ADHD diagnosis such that 
children with ADHD and ODD will have the lowest level of agreement and children 
without either diagnosis will have the highest.  
Exploratory Analysis: The proposed study includes an exploratory investigation of the 
influence of academic performance on parent child agreement. This analysis will be 
preliminary as no prior research has been done in this area and therefore no specific 
predictions can be made. 
Aim 2: Determine the relative weight clinician’s give to different assessment components (parent 
interview, parent report questionnaires, teacher report questionnaires, child report questionnaires) 
when diagnosing a comorbid anxiety disorder in children and adolescents with ADHD. 
Research Question: Given the training and biases of ADHD clinicians to give primary 
weight to parent and teacher report information and to be skeptical of child-report 
information, would parent interview and teacher report questionnaires be given greater 
weight than child report when determining clinician diagnosis of a comorbid anxiety 
disorder? 
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Method 
Participants 
Participating children and adolescents will be identified from a database of 992 
consecutive referrals to an ADHD evaluation and treatment center based in a tertiary-care 
pediatric hospital located in a large city in the Northeastern section of the United States. Seventy 
five percent of the sample pool is male. The ethnic background of the potential participants is 
11.9% African American, 1.8% Hispanic, 1% Asian, and 81.7% White. The socioeconomic 
status of this pool, as determined by the Four-Factor Index of the Social Status (Hollingshead, 
1975) is:  0.2% in Category I (laborers), 6.2% in Category II (machine operators), 19.9% in 
Category III (skilled craftsman, clerical, and sales workers), 32.4% in Category IV (small 
business owners, technicians), and 41.2% in Category V (major business owners, professionals). 
 Children were included in this study if they were between 8 and 18 years of age. This is 
because the child self-report measure used to assess anxiety has only been validated on children 
starting at age 8 (Power, Costigan, Eiraldi, & Leff, 2004). Additionally, data on the following 
measures were required for inclusion (a) Diagnostic Interview for Children and Adolescent – 
Revised – Parent Version (DICA-R-P); (Reich, Leacock, & Shanfeld, 1995), (b) Attention 
Deficit Hyperactivity Disorder Rating Scale-IV, Parent and Teacher Versions (DuPaul, Power, 
Anastopoulos, & Reid, 1998), (c) Behavior Assessment System for Children – Parent and 
Teacher Rating Scales, (d) Multidimensional Anxiety Scale for Children (MASC) (March, 
Parker, Sullivan, Stallings, & Conners, 1997), and (e) Wechsler Individual Achievement Test 
(Wechsler, 1992). Of the 992 potentially eligible children, 663 (67%) were within the age range 
required for inclusion. Of the children who met the age requirement, 506 (76%) had data for the 
necessary measures. T-tests and chi-square analyses revealed that there were no significant 
differences between the children included and those who were excluded on gender, ethnicity, 
SES, or comorbid clinician diagnoses. However, children excluded from the analyses for missing 
data were older than the children included in the study (mean age of children with complete data 
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= 10 years 6 months, mean age for children who were excluded = 12 years 2 months; p<.001).  
Stringent ADHD diagnostic procedures were used in the treatment center to ensure 
families receive the proper treatment and resources. Because of prior findings that there are not 
significant differences between subtypes in prevalence of internalizing problems (Power, et al., 
2004), this study will not differentiate children with ADHD by subtype (combined or inattentive 
type ADHD) for the main analyses. A priori power analyses using an alpha of .01 and power of 
.80 indicated that this sample size is sufficient to detect a moderate effect size (i.e., required 
sample size = 199). 
 
Diagnostic Measures  
Diagnostic Interview for Children and Adolescents—Revised—Parent Version (DICA-R-P) 
 The DICA-R-P (Reich, et al., 1995) is a structured diagnostic interview designed to 
evaluate symptoms of child psychopathology, using criteria from the DSM-IV. The sections of 
the parent version pertaining to ADHD, oppositional defiant disorder (ODD), conduct disorder 
(CD), anxiety disorders (ANX), and depressive disorders (DEP) were used in this study. This 
interview procedure accounts for level of functional impairment, age of onset, and number of 
symptoms in determining diagnostic status. Estimates of interrater reliability using the DICA-R-P 
have consistently been above the acceptable range (Eiraldi, Power, Karustis, & Goldstein, 2000; 
Power, Costigan, Leff, Eiraldi, & Landau, 2001). In this study, doctoral level psychologists and 
advanced doctoral students in psychology were trained in the administration of the DICA-R-P. 
Each interview was audio recorded and 150 of the audiotapes (21% of children in the pool from 
which the sample was derived) were randomly selected and scored by another trained clinician to 
determine inter clinician agreement. Inter clinician agreement was determined by whether the 
two raters agreed on diagnostic status. Kappa coefficients of agreement were .86 for 
ADHD/COM, .78 for ADHD/I, .80 for ODD, .88 for CD, .83 for any ANX disorder, and .80 for 
any DEP disorder. Agreement between the DICA-R-P and clinician diagnosis have been reported 
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as low to moderate, however there is little data on the “better” means of diagnosis (Ezpeleta, et 
al., 1997). This study evaluated DICA anxiety diagnoses as a predictive component of clinician 
diagnosis. 
 
Attention Deficit Hyperactivity Disorder Rating Scale-IV—Parent and Teacher Versions  
 The ADHD Rating Scale-IV (DuPaul, et al., 1998) consists of 18 items adapted from the 
symptom list for ADHD delineated in the DSM-IV. Factor analytic studies have indicated that 
the nine-item Inattention factor and the nine-item Hyperactivity–Impulsivity factor of this 
measure closely correspond to the two-dimensional structure in the DSM-IV (DuPaul, et al., 
1997). Estimates of internal consistency, test–retest reliability, and concurrent validity strongly 
support the psychometric integrity of this measure (DuPaul, et al., 1998). This measure was used 
for post-hoc dimensional analyses of ADHD symptom levels on the parent-child, teacher-child 
and parent-teacher agreement on anxiety.  
 
Behavior Assessment System for Children—Parent Rating Scale (BASC-PRS) and Teacher 
Rating Scale (BASC-TRS) 
 The BASC-PRS and TRS (Reynolds & Kamphaus, 1992) is a multiaxial behavioral 
assessment procedure that was designed to assist in the evaluation of children’s emotional and 
behavioral functioning. The BASC has a preschool (2–5 years), child (6–11 years), and 
adolescent (12–18 years) version to facilitate the assessment of children across a wide age range. 
The factor composition of this measure is identical across the three versions, although the item 
content of factors differs to be responsive to developmental variations in children’s behavior 
across the ages represented. The Anxiety subscale as reported by the parent and teacher was 
selected for this study. There are 7 items factored into the anxiety score on the TRS and 11 on the 
PRS. Ratings are given on statements about the child such as, “is fearful,” and “says, I am afraid 
I will make a mistake.” Test–retest reliability estimates for these factors have been reported to be 
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in the .55–.90 range, and correlations between the Anxiety factor of the BASC-PRS and 
Anxious/Depressed factor of the Child Behavior Checklist (CBCL) were in the .52–.76 range 
(Reynolds & Kamphaus, 1992).  
 
Multidimensional Anxiety Scale for Children (MASC) 
The MASC (March, et al., 1997) is a 39-item child self report measure for children from 
8-16 years of age. Each question has four response options to gauge how true the child thinks the 
item is to him/her (never, rarely, sometimes, often). The child is asked to rate statements such as: 
“I am jumpy,” I feel shy,” “my heart races or skips beats,” and “I avoid going to places without 
my family.” The MASC is a valid assessment measure of anxiety in children with ADHD 
(March, et al., 1999) and has shown strong overall psychometric properties (March, et al., 1997). 
The test produces scores in four domains: Physical Symptoms (tense/restless and 
somatic/automatic), Social Anxiety (humiliation/rejection and public performance fears), Harm 
Avoidance (anxious coping and perfectionism), and Separation Anxiety and also gives a total 
score of anxiety symptoms. The MASC total score was used as the child’s self report component 
of the observer-child agreement analyses. 
 
Wechsler Individual Achievement Test (WIAT) 
Basic reading and math skills were assessed using standard scores from two subtests of 
the Wechsler Individual Achievement Test (WIAT).  Because the current sample is derived from 
assessments spanning seven years, participant data include scores from either the original WIAT 
(Wechsler, 1992) or the Second Edition of the measure (WIAT-II) (Wechsler, 2001).  The Basic 
Reading and Numerical Operations subtests from the first iteration of the WIAT, or the Word 
Reading and Numerical Operations subtests from the WIAT-II, were used to assess academic 
performance.  Importantly, these corresponding subtests of the WIAT and the WIAT-II are 
strongly correlated (above .80; Wechsler, 2001) and minimal changes were made to the two 
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subtests that assess basic reading and math calculation skills. Internal consistency estimates and 
test-retest correlations for these subtests are above .85 (Wechsler, 1992; Wechsler, 2001).  
 
Procedures 
 The current project analyzed archival data from a database of psychological assessments 
for children referred to an ADHD evaluation and treatment center. The clinic offers fee for 
service treatment most often billed to insurance. Families were all self referred for an assessment 
due to concerns about attention, learning, and behavior problems. Parents initiate evaluations 
through a web-based form, and a questionnaire packet, including the BASC and the ADHD-IV 
were mailed to parents and teachers. Appointments for family evaluations were scheduled once 
packets were returned to the clinic. During each family’s clinic visit, a member of the clinic staff 
administered the DICA-R-P to the parents, while another clinician administered the child 
measures (MASC, WIAT). An unstructured child interview was given to children who showed 
high reports of anxiety, however since it is unstructured, it was not included in the analyses. 
Informed consent from parents and child assent, were obtained for all participants.  The 
Institutional Review Boards at the pediatric hospital and Drexel University approved all research 
procedures.  
 
Data Analyses 
Aim 1: Determine whether a diagnosis of ADHD affects the level that children agree 
with their parents and teachers on reported symptoms of anxiety. Determine if levels of child-
adult agreement vary based on age, gender, ethnicity, comorbid ODD/CD (aggression and 
conduct), and academic performance. In order to determine if clinic-referred children diagnosed 
with ADHD agree with their parents and teachers less than clinic-referred children without 
ADHD regarding reported symptoms of anxiety, children were divided into two groups (ADHD, 
non-ADHD) based on clinician diagnosis of ADHD. Agreement between reporters was assessed 
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using Two-Way Mixed Consistency Intraclass Correlation Coefficients (ICC) (McGraw & 
Wong, 1996; Shrout & Fleiss, 1979) and were compared between groups using confidence 
intervals. The ICC yields a number between 0 and ±1. As the number approaches ±1, the 
agreement increases, where a score of ±1 means there is no variance in the reports of the different 
raters. Criteria for interpreting correlations are as follows: 0.0 to 0.2- very weak to negligible 
correlation or relationship, 0.2 to 0.4- weak, low correlation, 0.4 to 0.7- moderate correlation, 0.7 
to 0.9- strong, high correlation, 0.9 to 1.0- very strong correlation. Partial correlations were run 
on each agreement pair controlling for ADHD-IV total symptom percentage score to see if the 
agreement varied as a result of ADHD symptom level in addition to diagnostic categories. In 
order to determine whether the results from aim 1 differ based on the child’s (a) age, (b) gender, 
(c) ethnicity, or (d) comorbid ODD, ICC’s were run for each covariate to test for the possible 
main effect before assessing the interaction.  ADHD and non-ADHD groups were then further 
divided by the covariate. Resulting confidence intervals (CI) were compared between the four 
resulting groups. To test for the affect of academic performance on the agreement relationships, 
separate partial correlations were run for each agreement pair controlling first for reading 
comprehension and then for numerical operations. 
Aim 2: Determine the relative weight clinician’s give to parent interview, parent report 
questionnaires, teacher report questionnaires, and child report questionnaires when diagnosing 
a comorbid anxiety disorder in children and adolescents with ADHD. Aim 2 was tested using a 
forward step-wise logistic regression equation predicting the presence or absence of a diagnosis. 
The four variables (MASC total t-score score, Parent BASC anxiety T-score, Teacher BASC 
anxiety T-score, any DICA anxiety) were entered by a forward likelihood ration method in order 
to determine the combination that best predicts the clinician’s diagnosis.  The variables that are 
included in the model for best predicting any clinician diagnosis of anxiety gives an initial 
indicator of the relative weight given to each piece of clinical information by clinicians when 
deciding to diagnose a comorbid anxiety disorder in a group of children with ADHD. 
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Results 
 
Demographic and comorbid diagnostic comparisons of ADHD and non-ADHD groups  
The ADHD and non-ADHD groups were compared to determine whether they differed 
with regard to gender, ethnic group, and socioeconomic status (as determined by the 
Hollingshead (1975) Four-Factor Index), as well as presence of ODD, CD, anxiety, depression, 
reading disorder, math disorder, disorder of written expression, and learning disorder not 
otherwise specified (NOS). Table 1 reports the percentage of children who were female, 
Caucasian, Ethnic Minority, and who had comorbid ODD, CD, anxiety, depression, reading 
disorder, math disorder, disorder of written expression, and learning disorder NOS for each 
group. The two significant differences found between groups are the higher prevalence of ODD 
in the ADHD group and the higher prevalence of reading disorder in the non-ADHD group. 
 
 
Table 1. Group Comparisons on Demographic and Diagnostic Variables 
  ADHD dx (n = 402)   Non-ADHD dx (n = 104)  
 % M SD % M SD 
Age (in months)  125.7 23.7  127.9 26.2 
Hollingshead Score  46.1 10.7  48.5 11.1 
Female (%) 24.9   23.1   
Ethnic Minority (%) 16.4   20.2   
ODD (%)
a
 23.4   11.5   
CD (%) 0.5   0   
Mood Disorder (%) 8   9.6   
Anxiety Disorder (%) 18.2   18.3   
Reading Disorder (%)
b
 10.9   26   
Mathematics Disorder (%) 6.7   10.6   
Disorder of Written Expression (%) 5.2   9.6   
Learning Disorder NOS 7   7.7   
a
 Chi-square analyses indicated group differences on ODD diagnosis, !
2
 (2)= 7.65, p<.05 
b
 Chi-square analyses indicated group differences on reading disorder diagnosis, !
2
 (2)= 15.83, p<.001 
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Effects of ADHD, age, gender, ethnicity, comorbid ODD and academic performance on 
agreement relationships 
Initial Agreement: Before any group comparisons were performed, results from the 
initial ICC analyses examining parent-child agreement on the child’s anxiety (MASC total t-
score score, Parent BASC anxiety T-score) showed very low agreement with an ICC of .12 (95% 
CI = .03 – .20). Agreement between teacher and child (MASC total t-score score, Teacher BASC 
anxiety T-score) was also very low with an ICC value of .10 (95% CI = .01 – .18). Parent-teacher 
agreement was slightly higher, but still weak with an ICC of .24 (95% CI = .15 – .32). ICC 
results for all other variables and absolute value difference score reports can be referenced in 
Table 2. Mean absolute value difference scores (|DS|) and standard deviations (SD) are also listed 
in Table 2. These scores show the difference between reporters; how discrepant they are without 
regard for who rated higher or lower. For the total sample mean parent-child |DS| was 12.04 (SD 
10.09) and mean teacher-child |DS| was 11.79 (SD 9.26). True value difference scores (DS) 
(shown in Table 3) were also run to clarify the picture by looking at who rated higher. For the 
parent-child and teacher child DS, child report was subtracted from adult report, so a negative 
score indicates that the child reported higher anxiety. In the parent-teacher DS, teacher report was 
subtracted from parent report, so that a negative value indicates that the teacher reported higher 
anxiety than the parent.  Mean DS for the total sample were as follows, P/C=1.78, T/C=2.25, 
P/T=-0.46. 
ADHD: Table 2 shows results from ICC analyses examining parent-child agreement on 
child anxiety for children with an ADHD diagnosis (N=402) showed a very low agreement 
correlation. Confidence intervals overlapped with the non-ADHD group (N=104), which showed 
low agreement, indicating that there is not a reliable difference on agreement between groups. 
These confidence intervals also overlap with the initial parent-child agreement ICC indicating 
that there are not differences between the groups and the total sample. Another method to 
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Table 2 Intraclass Correlation Coefficients, and Mean Absolute Value Difference Scores on Anxiety Ratings for and ADHD and non-ADHD groups 
 Total Sample (n = 506)   ADHD dx (n = 402)   Non-ADHD dx (n = 104)  
 
ICC 95% CI 
Mean |DS| 
 (SD) 
ICC 95% CI 
Mean |DS|  
(SD) 
ICC 95% CI 
Mean |DS| 
(SD) 
ADHD ADHD P/C .11 .01 – .21 12.47(10.56)*       
  T/C .10 .01– .20 12.13(9.44)       
  P/T .22 .13 – .32        
 Non-ADHD P/C .22 .03 – .40 10.38(7.84)*       
  T/C .11 -.09 – .29 10.48(8.45)       
  P/T .27 .08 – .44        
Age 8-12 (n = 466) P/C .09 -.01 – .18 11.83 (9.9) .08 -.02 – .18 12.15(10.33) .18 -.03 – .37 10.56(7.86) 
  T/C .12 .02 – .21 11.56(9.1) .12 .01 – .22 11.88(9.22) .14 -.07 – .34 10.27(8.33) 
  P/T .21 .12 – .31  .20 .10 – .30  .25 .04 – .43  
 13-18 (n = 60) P/C .37 .12 – .57 13.57 (11.4) .38 .10 – .60 15.00(12.08) .47 -.04 – .78 9.27(7.89) 
  T/C Result not reportable 13.53(10.54) Result not reportable 14.13(10.95) Result not reportable 11.73(9.29) 
  P/T .42 .19 – .60  .41 .13 – .62  .44 -.08 – .77  
Gender Male (n = 382) P/C .11 .01 – .21 11.99(9.78) .10 -.01 – .21 12.41(10.21) .20 -.02 – .40 10.38(7.80) 
  T/C .09 -.01 – .19 11.88 (8.99) .11 -.01 – .22 12.25(9.08) .05 -.15 – .26 10.53(8.55) 
  P/T .23 .14 – .33  .24 .13 – .34  .19 -.03 – .39  
 Female (n = 124) P/C .15 -.03 – .32 12.20(11.02) .14 -.05 – .33 11.69(10.22) .29 -.12 – .61 10.38(8.13) 
  T/C .13 -.05 – .30 11.51(10.08) .10 -.10 – .29 13.18(12.02) .28 -.14 – .61 10.33(8.27) 
  P/T .23 .05 – .39  .19 -.01 – .37  .46 .08 – .73  
Ethnicity Caucasian (n = 419) P/C .09 -.01 – .18 12.42(10.56)* .08 -.03 – .18 12.93(11.03)* .22 0 – .41 10.35(8.15) 
  T/C .11 .01 – .20 11.70(9.20) .01 -.01 – .20 12.09(9.55) .20 -.02 – .40 10.11(7.46) 
  P/T .28 .19 – .36  .26 .16 – .36  .33 .13 – .51  
 Ethnic Minority (n = 87) P/C .31 .10 – .48 10.21(7.19)* .34 .11 – .53 10.12(7.41)* .23 -.22 – .59 10.48(6.63) 
  T/C .06 -.15 – .26 12.25(9.58) .14 -.10 – .37 12.35(8.92) Result not reportable 11.95(11.66) 
  P/T Result not reportable  Result not reportable  .03 -.40 – .45  
ODD ODD (n = 106) P/C .13 -.65 – .31 12.49(10.45) .08 -.12 – .28 12.78(10.77) .47 -.12 – .81 10.25(7.47) 
  T/C Result not reportable 15.47(10.65) Result not reportable 15.98(10.77)** Result not reportable 11.50(9.03) 
  P/T .23 .05 – .41  .23 .03 – .41  .32 -.28 – .74  
 Non-ODD (n = 398) P/C .12 .02 – .21 11.94(10.02) .12 .01 – .23 12.40(10.53) .17 -.04 – .36 10.39(7.93) 
  T/C .20 .10 – .29  10.80(8.61) .21 .11 – .32 10.94(8.67)** .13 -.08 – .33 10.35(8.41) 
  P/T .23 .14 – .32  .22 .11 – .33  .26 .06 – .44  
ICC’s for parent-child (P/C), teacher-child (T/C), and parent-teacher (P/T) for the total population: P/C- ICC=.12 (95% CI = .03 – .20), T/C- ICC=.10 (95% CI = .01 – .18), P/T- ICC=.24 
(95% CI = .15 – .32).  |DS|- Absolute Value of Difference Score, (SD)-Standard Deviation. * p< .05, ** p< .001  for difference between group means. 
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Table 3 Mean True Value Difference Scores on Anxiety Ratings for and ADHD and non-ADHD groups 
Total Sample (n = 506) ADHD dx (n = 402) Non-ADHD dx (n = 104) 
 
Mean DS (SD) Mean DS (SD) Mean DS (SD) 
ADHD ADHD P/C 2.93 (16.09)**    
  T/C 3.02 (15.01)*   
  P/T -0.09 (15.15)   
 Non-ADHD P/C -2.66 (12.77)**   
  T/C -0.75 (13.47)*   
  P/T -1.91 (11.92)   
Age 8-12 (n = 466) P/C 0.74 (15.42)** 1.79 (15.86)** -3.48 (12.74) 
  T/C 2.18 (14.53) 2.92 (14.76) -0.81 (13.24) 
  P/T -1.44 (14.28)** -1.14 (14.82)** -2.67 (11.83) 
 13-18 (n = 60) P/C 9.57 (14.97)** 12.02 (15.11)** 2.20 (12.21) 
  T/C 2.73 (17.02) 3.78 (17.59) -0.40 (15.29) 
  P/T 6.83 (14.66)** 8.24 (15.35)** 2.60 (11.83) 
Gender Male (n = 382) P/C 1.04 (15.54) 2.12 (15.95) -3.03 (12.67) 
  T/C 1.60 (14.83) 2.37 (15.07) -1.30 (13.55) 
  P/T -0.56 (14.07) -0.25 (14.56) -1.73 (12.05) 
 Female (n = 124) P/C 4.07 (15.96) 5.40 (16.32) -1.46 (13.27) 
  T/C 4.23 (14.73) 4.99 (15.01) 1.08 (13.36) 
  P/T -0.16 (16.01) 0.41 (16.88) -2.54 (11.69) 
Ethnicity Caucasian (n = 419) P/C 2.19 (16.17) 3.31 (16.68) -2.35 (13.01) 
  T/C 2.46 (14.69) 3.13 (15.1) -0.23 (12.61) 
  P/T -0.28 (14.36) 0.18 (14.98) -2.12 (11.39) 
 Ethnic Minority (n = 87) P/C -.016 (12.53) 1.03 (12.56) -3.90 (11.97) 
  T/C 1.20 (15.56) 2.47 (15.11) -2.81 (16.67) 
  P/T -1.36 (15.53) -1.44 (16.06) -1.10 (14.1) 
ODD ODD (n = 106) P/C 3.89 (15.86) 4.46 (16.15) -0.58 (13.04) 
  T/C 5.91 (17.88)*  6.87 (18.07)* -1.67 (14.93) 
  P/T -2.02 (14.87) -2.41 (15.12) 1.08 (12.93) 
 Non-ODD (n = 398) P/C 1.20 (15.55) 2.45 (16.01) -2.93 (12.78) 
  T/C 1.24 (13.77)* 1.80 (13.86)* -0.63 (13.36) 
  P/T -0.04 (14.49) 0.65 (15.16) -2.30 (11.8) 
Difference Scores for parent-child (P/C), teacher-child (T/C), and parent-teacher (P/T) for the total population: P/C=1.78, T/C=2.25, P/T=-0.46.  
DS- True Value of Difference Score, (SD)-Standard Deviation. * p< .05, ** p< .001  for difference between group means. 
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examine differences is by looking at the absolute value difference score between reporters to get 
a sense of how far each reporter was from the other. The ADHD group showed a significantly 
higher discrepancy on the parent-child |DS|  (range 0-71) than the non-ADHD group, at the p<.05 
level. Even though parent-child agreement correlations were low, looking at |DS| gives evidence 
for the hypothesis that children without ADHD agree more with their parents on reported 
anxiety. True value DS also shows a significant difference indicating children without ADHD 
report higher anxiety than their parents and children with ADHD report lower anxiety than their 
parents. Because every child in the sample was referred for an ADHD assessment, the potential 
for sub-clinical ADHD symptoms could be higher in the non-ADHD group than the general 
population. To control for ADHD symptom level on parent and child report agreement for 
anxiety, a partial correlation was run controlling for total percent score of parent reported 
symptoms of ADHD on the ADHD-IV. Agreement was still low, and controlling for ADHD 
symptoms only increased the variance explained from 1.4% to 1.8%, which is consistent with the 
low ICC values.  
Results also showed very low agreement in the analysis of teacher-child agreement on 
child anxiety for the ADHD group (N=402), and there was very low agreement in the non-
ADHD group as well. The overlap in confidence intervals shows no difference between groups. 
Analysis of teacher-child |DS| also did not show a difference between groups, however true value 
DS show that children without ADHD report higher anxiety than teachers and children with 
ADHD report less than teachers. Dimensional analyses controlling for total percent score of 
teacher reported symptoms of ADHD on the ADHD-IV showed no effect in either group. Parent-
teacher agreement was also low for both groups. Confidence interval overlaps show that there is 
no difference between groups or with the initial agreement score.  
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Age: It is important to note, that 92% (N=466) of children were pre-teen, so the groups as 
defined by 8-12 year old children and 13-18 year old children, are significantly weighted toward 
the younger children.  
As shown in Table 2, there is a trend for parent child agreement in the 8-12 year old 
group (N=466) to have very low agreement and for the 13-18 year old group to have low to 
moderate agreement. This between groups relationship is approaching significance based on the 
very small overlap in confidence intervals. When assessing the effect of the interaction of age 
with ADHD, similar results were seen where older children show a trend toward higher 
agreement with parents. The group of 13-18 year olds with ADHD had low agreement, and older 
children without ADHD had a moderate correlation of agreement with parents. Younger children 
still showed very low agreement with parents regardless of ADHD diagnosis. While the 
interaction also trends toward significance, there is not a reliable difference between groups due 
to the overlapping confidence intervals. True value DS for the total sample and for the ADHD 
group show that parents of older children were significantly more likely to report more anxiety 
than their child than parents of younger children. |DS| were not significantly different. Partial 
correlation controlling for ADHD symptom level did not change from the zero order correlation 
regardless of age where 14.4% of the variance in older children’s MASC scores can be explained 
by the parent BASC, and only 1.1% of variance can be explained in younger children’s MASC 
scores. ADHD symptom level does not modify the agreement relationship, but the correlation 
values do support what was seen in the ICC’s in Table 2, that older children have stronger 
agreement. These results do not support the hypothesis that younger children will agree more 
with adults. 
There is not a main effect of age on teacher-child agreement. Younger children before 
and after dividing for ADHD diagnosis, showed very low agreement with teachers. Teacher-child 
agreement analyses are not reportable for the 13-18 year old group, since an initial analysis of 
agreement yielded a Cronbach’s !!of -.055. A negative ! sometimes occurs with low sample size 
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and indicates a negative average of the covariance among items. Low sample size (as is the case 
with the 13-18 year old group) does not have the power necessary to overcome a random 
disturbance in the data. ICC’s were also not reportable by ADHD diagnosis. Partial correlations 
also showed no difference by ADHD-IV symptom level. 
Parent-teacher agreement was higher than the other agreement pairs with low agreement 
for younger children (N=466) and moderate agreement for older children (N=60). In spite of the 
perceived difference between groups, the confidence intervals still overlap indicating there is not 
a reliable difference between groups. Adding ADHD diagnosis into the parent-teacher agreement 
analysis shows the same trend where ICC’s for younger children are low for both ADHD 
(N=357) and non-ADHD (N=89) groups. ICC’s for older children are moderate for both ADHD 
(N=45) and non-ADHD (N=15) groups. Again, while the ICC’s show higher agreement, the 
confidence intervals overlap indicating no difference between groups. True value DS indicate 
that for the total sample and the ADHD group, Parents are significantly more likely to report 
higher anxiety than teachers in the 13-18 year old group than in the younger group where 
teachers tent to rate higher. 
Gender: ICC analyses show very low agreement across adult-child agreement pairs and 
low agreement between parents and teachers irrespective of gender. As shown in Table 2, adding 
ADHD diagnosis to gender in the parent-child analysis causes the ICC values to line up in the 
order hypothesized where girls without ADHD (N=24) have the highest ICC and boys with 
ADHD (N=302) have the lowest ICC. Boys without ADHD (N=80) and girls with ADHD fall in 
the middle. However, agreement is very low across gender in the ADHD group and low across 
gender in the non-ADHD group. Agreement does not reliably differ, as the confidence intervals 
for all four groups still overlap. Agreement based on child gender also does not reliably differ 
between groups on teacher-child or parent-teacher agreement relationships, and the addition of 
ADHD into the analysis elicits equally low agreement on child anxiety.  
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Ethnicity: There is a trend toward a main effect of parent-child agreement being higher in 
Ethnic Minority families (N=87) than in Caucasian families (N=419). In support of the 
hypothesis that the direction of the discrepancy between parents and children of ethnic minority 
families would be opposite that of Caucasian families, results from calculations on true value 
difference scores (parent report minus child report, range -52 – 71) showed that 46% of ethnic 
minority children reported higher anxiety than their parents and 41% of Caucasian children 
reported higher anxiety than their parents, however, an independent samples t-test of ethnic 
group by parent-child true value difference score (range -52 – 71) yielded insignificant results. 
When looking at |DS| in Table 2, Ethnic Minority parent-child pairs showed smaller difference 
between reports at the p<.05 level. The trend toward significance continues when further 
grouping ethnic groups by ADHD diagnosis. In Ethnic Minority children with ADHD (N=66), 
ICC results showed low agreement compared to Caucasian children (N=336) who showed very 
low agreement, and the |DS| show that ethnic minority children with ADHD have lower 
discrepancy with parents. For the non-ADHD group, ICC values controlling for ethnic group are 
equal to the non-ADHD group alone. Agreement correlation was equally low for each group. 
Confidence interval overlaps indicate no difference between the four groups. The results were 
inconclusive in supporting the hypothesis that ethnic minority families would have an opposite 
directional relationship between parent and child report of anxiety, but the |DS| gives evidence 
that there is a relationship between ethnicity and agreement. 
There was no main effect for the teacher-child agreement pair due to overlapping 
confidence intervals for Ethnic Minority (N= 87) and Caucasian (N= 419) child groups who both 
elicited very low agreement. The addition of ADHD to the analysis did not add significance to 
any group. The Ethnic Minority ICC of the parent-teacher agreement analysis yielded a negative 
! and as with the age analyses, the agreement pair was not assessed further by ADHD diagnosis. 
Comorbid ODD: There was not a main effect across agreement pairs for ODD diagnosis. 
Parent child agreement was equally very low for the ODD group (N= 106) and the non-ODD 
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group (N= 398). Interestingly after further dividing the groups by ADHD diagnosis, the 
ODD/noADHD group (N=12) actually shows moderate agreement on the ICC. The ICC’s for the 
ODD/ADHD (N=94), noODD/ADHD (N=306), and noODD/noADHD (N=92) groups all show 
very low correlation for agreement. Overlapping confidence intervals indicate that there is not a 
reliable difference between groups. The ODD group in the teacher-child agreement analysis 
yielded a negative ! and was excluded from further ICC analyses on ODD. The non-ODD group 
showed low agreement generally and by ADHD diagnosis. Interestingly, as shown in table 2, 
|DS| analysis showed that teacher reports were less discrepant from children without ODD but 
with ADHD than those with ODD and ADHD at the p<.001 level. Table 3 indicates that teachers 
report higher anxiety than children in both the ODD group and the non-ODD group, and the 
teacher-child difference score is significantly higher for children with ODD than children without 
ODD in the total sample and in the ADHD group. Parent-teacher ICC’s were equally low for the 
ODD group and the non-ODD group and did not differ based on ADHD diagnosis. Results, 
though insignificant, support an opposite hypothesis that children with ODD will agree more 
with adults. 
Academic Performance: Correlation coefficients for all three pairs of reporters were not 
affected by controlling for WIAT reading comprehension standard score or numerical operations 
standard score. Parent-child and teacher-child agreement Pearson correlations were both r=.11, 
r
2
=1.21%, p<.05 and parent-teacher correlation was r=.26, r
2
=6.76%, p<.001. All three showed 
low correlation coefficients, and while they are statistically significance, they do not show a 
strong relationship. The only change when assessing by ADHD diagnosis is that parent 
agreement with their child with ADHD was no longer statistically significant. 
To further assess the difference in agreement between parents, children and teachers a 
regression analysis was run to predict the true value difference scores for the whole sample found 
in the note on Table 3. Out of the variables: ADHD diagnosis, age, gender, SES, ethnicity, ODD, 
WIAT reading comprehension and WIAT numerical operations, only age and ADHD 
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significantly predicted the parent-child difference score which explained 7.7% of the variance 
between reporters. ADHD was the only significant predictor of teacher child difference score, 
only accounting for 1.7% of the variance in reports. Age and academic performance (measured 
by WIAT numerical operations) significantly predicted the parent-teacher difference score, 
together accounting for 5.8% of the variance between reporters.  
In summary, agreement between parent report, teacher report, and child self-report of 
child anxiety are highly discrepant from one another. Generally agreement coefficients were very 
low for each of the three agreement pairs and there are no significant differences between groups 
on agreement level due to the large variability in the confidence intervals for the ICC’s. 
Regardless of the factors assessed, the confidence intervals were so large that they all overlapped 
with one another making it hard to find significance. The factors hypothesized to help explain the 
difference between rater reports did not sufficiently account for the variance. 
 
Predictive ability of parent interview, parent report, teacher report, and child self repot of 
anxiety for clinician diagnosis of anxiety 
The logistic regression analysis resulted in a significant predictive model of clinician 
diagnosis of anxiety with 3 predictors (shown in Table 4). Parent BASC anxiety t-score was not 
included in the model. In the model, any DICA anxiety diagnosis (yes/no), MASC total t-score 
and teacher BASC were all significant predictors of clinician diagnosis. However, after adding 
the DICA into the model, the percent of successfully predicted outcomes remained at 92.7% with 
the addition of the other measures. The odds of a child receiving an anxiety diagnosis from the 
assessing clinician in this treatment center are increased by a factor of 108.61 if the parent 
interview (DICA) indicated any anxiety disorder. The likelihood of a positive clinician diagnosis 
is increased by 5% as child self-report of anxiety increases and is increased by 3% as teacher 
report of anxiety increases. While teacher and child report are significant at p<.05 and p<.01 
respectively, they do not add much meaning to the model. Adding the MASC caused only a .02 
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increase in R
2
 and adding the teacher BASC contributes a .01 increase in R
2
. There were 
significant differences between children diagnosed with an anxiety disorder and those who were 
not on mean total score on the MASC (t(504)=-3.82 p<.001, anxiety diagnosis mean = 55.63, no 
anxiety mean = 50.82), suggesting that higher scores on the MASC are consistent with diagnosis. 
Clinicians favoring Parent report raises the question as to whether or not children are not 
being diagnosed who may need help with anxiety. 110 children reported anxiety symptoms at the 
at-risk or clinical level, and 29% were given a diagnosis. 32% of the 130 parents and 29% of the 
125 teachers who reported the child’s anxiety at the at-risk or clinical level were also given a 
clinical diagnosis. When looking just at those who reported at the clinical level, 26% of the 27 
children, 45% of the 42 parents and 34% of the 53 teachers were given a clinical diagnosis. Table 
5 shows the number of parents, teachers and children who reported the child’s anxiety at the 
clinical level individually and together and the number who received an anxiety diagnosis from 
the clinician. It also shows mean scores on all reports of anxiety for those cases. Note that for 
cases where the parent, child or teacher alone reported child anxiety at the clinical level, their 
reports were highly discrepant from the other two who reported much lower anxiety and reported 
closer to one another. Out of the 105 cases where at least one person reported at the clinical level, 
all reporters rated the child at the clinical level in only two.  
Table 4. Results of Forward Stepwise Logistic Regression Analysis 
 Step 1 Step 3 Step 3 
Model test !2 (1) = 253.13*** !2 (2) =262.89*** !2 (3) =266.92*** 
Step test !2 (1) =253.13** !2 (1) =9.75** !2 (1) =4.03* 
Variance accounted for 
by the model  
Nagelkerke R2 =.64 Nagelkerke R2 =.66 Nagelkerke R2 =.67 
Prediction success 92.7% (no=94.2 & yes=85.8) 92.7% (no=94.2 & yes=85.8) 92.7% (no=94.2 & yes=85.8) 
Variables B 
Standard 
error B 
Wald test 
(z ratio) 
B 
Standard 
error B 
Wald test 
(z ratio) 
B 
Standard 
error B 
Wald test 
(z ratio) 
Constant -1.50 .23 26.13*** -1.54 .90 2.93 -3.13 1.202 6.80** 
Any DICA anxiety -4.59 .37 157.62*** -4.68 .39 147.05*** -4.69 .39 143.31*** 
MASC total T-score    .05 .02 9.41** .05 .02 8.32** 
T-BASC anxiety T-score       .03 .02 4.01* 
* p <.05,  ** p <.01,  *** p <.001 
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These findings suggest that there may be some children who are not being diagnosed 
properly.  Interestingly, out of the 92 children identified at the bottom of Table 5 who were 
diagnosed with an anxiety disorder, 54 were diagnosed without any questionnaire reports 
reaching the clinical level, and 14 were diagnosed without anyone reporting at even the at-risk 
level.  
 
Discussion 
 
Consistent with findings from other studies on agreement between multiple assessment 
measures for childhood disorders, low agreement was found between parent and child, teacher 
and child and parent and teacher for reported anxiety in the child. With such different pieces of 
information, clinicians tend to favor parent report over child and teacher reports, which may 
mean some children are being missed in the diagnostic system. 
In many cases there was almost no relationship at all between reports. None of the 
hypotheses were reliably supported based on agreement levels, because the confidence intervals 
Table 5. Parent, Child and Teacher Reports of Child Anxiety at the Clinical Level 
Reporting at a 
clinical level 
# 
% 
Diagnosed 
P-BASC 
Mean 
(Range) 
T-BASC 
Mean 
(Range) 
MASC  
Mean 
(Range) 
Mean P/C 
DS (SD) 
Mean T/C 
DS (SD) 
Mean P/T 
DS (SD) 
Parent only 26 38.5% 
80.58  
(71-106) 
55.77  
(40-66) 
52.31  
(31-68) 
28.27 
(15.36) 
3.46 
(12.15) 
24.81 
(12.35) 
Child only 21 19% 
49.19  
(31-66) 
50.62  
(39-68) 
75.62  
(71-84) 
-26.43 
(11.97) 
-25 
(9.01) 
-1.43 
(15.65) 
Teacher only 38 26.3 
54.08  
(35-66) 
75.37  
(71-97) 
50.03  
(30-69) 
4.05 
(9.08) 
25.34  
(9.75) 
-21.29 
(9.81) 
Parent and Child 
only 
1 0% 76 55 76 0 -21 21 
Parent and 
Teacher only 
10 60% 
79.1  
(71-99) 
78.4  
(71-90) 
52.7  
(40-63) 
26.4 
(11.37) 
25.7 
(8.22) 
0.7 
(4.55) 
Teacher and Child 
only 
2 50% 
47.5  
(43-52) 
79  
(71-87) 
75.5  
(71-80) 
-28  
(0) 
3.5  
(4.95) 
-31.5 
(4.95) 
All reporters 2 50% 
87  
(72-102) 
78.5  
(78-79) 
75.5  
(73-78) 
11.5 
(24.75) 
3  
(4.24) 
8.5 (20.51) 
Any Reporter 105 33.3% 
63.53  
(31-106) 
65.48  
(39-97) 
57.85  
(30-84) 
5.69 
(23.55) 
7.63 
(21.87) 
-1.94 
(22.13) 
Clinician 
Diagnosed 
92 
86% DICA 
dx 
60.24 
(35-106) 
57.53  
(35-90) 
55.63 
(31-84) 
4.61 
(18.35) 
1.9 
(15.8) 
2.71 
(17.41) 
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for the correlations were so large and  there were very minor changes in agreement based on the 
presence or absence of ADHD or ODD, child’s age, gender and ethnicity, the child’s academic 
performance or the interactions of any of those variables. Difference score analyses however 
positively supported the effects ADHD diagnosis, age, and ODD diagnosis on reporting. 
Many factors could add to the discrepancies between reporters including factors that 
influence each person individually and what may affect the relationships between them. Looking 
into child factors alone didn’t explain much of the variance, so future studies with more 
information on other reporters would be beneficial for this population. Teacher ratings are often 
given in respect to an internal normative comparison based on their experience with many 
children of the same age as the child they are rating (Frick, Barry, & Kamphaus, 2005). Another 
factor that could affect teacher reports is the grade they teach since teachers who work with 
younger grades spend more time observing each child than teachers in older grades who may 
only have the child in class for a portion of the day. 
There are also many factors that could influence parent reports. Parental distress and 
stressful home environments could impact how parents report about their child. If the home 
environment is more stressful, parents may be more likely to report higher on child symptoms 
(Frick, et al., 2005). Parental psychopathology could be another factor that affects their reporting. 
Parents may be able to see the antecedents to the child’s behaviors better than anyone else since 
they have a more personal look at the behavior process than teachers might. According to De Los 
Reyes and Kazdin, adults in general may be more likely to attribute the child’s problems to 
characteristics within the child and not in the environment (2005). 
Children, as opposed to parents and teachers are more likely to associate their behaviors 
with the environment and indicate family and social systems as a focus for intervention (De Los 
Reyes & Kazdin, 2005). The child’s understanding of his/her problems, or desire to cooperate 
could be a challenge to assessment and affect agreement (King, 1997). Children may have 
trouble differentiating between how they feel at the time of the assessment and how the feel 
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“normally” and may also report in a socially desirable fashion based on how they think would 
make them look best (De Los Reyes & Kazdin, 2005; Grills & Ollendick, 2002). There are many 
factors that influence each individual report and probably add to the discrepancies between 
reporters. 
Based on the results, it is important to frame out thinking when discussing the first aim 
of the study. The findings can be discussed at length, but if the overall picture isn’t kept in mind, 
that agreement is very low to low for most every result, there will be a risk of ascribing 
significance to relationships that have none. With that in mind, the results will be discussed in 
relation to each hypothesis. It is also important to note that across analyses, agreement between 
parents and teachers tended to be closer to being significantly different from the other agreement 
pairs but still failed to reach significance. Parent-teacher correlations across all BASC variables 
were significant, and consistent with the literature (Achenbach, et al., 1987); internalizing 
symptoms have the lowest correlations (mean 0.27, range .23-.31) when compared with 
externalizing symptoms (mean 0.36, range .24-.46).  
The first hypothesis predicted that children with ADHD would have lower levels of 
agreement than children without ADHD. Results based on the correlation coefficient of 
agreement strength were not significant, but |DS| results showed children without ADHD to have 
smaller discrepancies with parent report. Note that a significant difference in |DS| does not show 
that children with ADHD have lower agreement with their parents since it is not a measure of 
agreement. A |DS| value can mean any number of things, so it is hard to ascribe meaning to it. It 
is interesting however that in the absence of results on the correlation analyses, it is relatively 
easy to find something meaningful. This is evidence that part of the problem could be that 
researchers conceptualizations of how to understand the variance in agreement is off. True value 
difference scores also give evidence to support a significant difference between how children 
with and without ADHD relate to their parents since children without ADHD report higher 
anxiety than parents and children with ADHD report less anxiety than parents. 
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A unique characteristic of this sample is that they were all referred for an ADHD 
assessment, so it is highly probable that children in the non-ADHD group exhibit ADHD 
symptoms, even if it is not causing the significant impairment that warrants a diagnosis. The 
findings suggested that for this population, looking at ADHD on the symptom level did not alter 
the outcome of agreement on anxiety. In spite of insignificant findings based on symptom level, 
this is a question that should be researched further for agreement on other childhood disorders. It 
would be especially interesting to ask of externalizing disorders that are highly prevalent in 
ADHD populations. 
The highest agreement found was between older children and their parents across ADHD 
diagnosis. It was hypothesized that younger children would show stronger agreement with their 
parents based on the general trend discussed by De Los Reyes and Kazdin (2005) in their critical 
review of general parent-child concordance. Grills and Ollendick (2003) however, found similar 
results to the current findings. In their article on informant agreement on the Anxiety Disorders 
Interview Schedule for Parents and Children (ADIS-C/P), they noted a trend for older children 
(11-17) to have slightly higher agreement with parents on generalized anxiety disorder, 
separation anxiety disorder and an internalizing disorder scale. Their results were also not 
statistically significant. They noted that consistent insignificant results such as these, means they 
cannot be attributed to difference in cognitive maturity or by the amount of time a child spends 
with parents as suggested earlier. It was expected that more of a relationship would emerge with 
age, which could be explained by the large difference in group size. Further research into factors 
that are expected to differ by age that could be confounding the analysis could be helpful in 
future studies to plan for more controlling factors. For example, it would be easy to assume that 
younger children spend more time with their parents than adolescents do, but that assumption 
doesn’t account for dual income or single parent households where parents work full time and 
may not get to spend as much time with their children. Including a measure for amount of time 
spent with parents could be very beneficial.  This difference was strengthened by the DS results 
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which showed that parents of older children were far more likely to report higher anxiety than 
both children and parents and for younger children they were equally likely to report higher as 
they were to report lower than children. Teachers were actually more likely to report higher 
anxiety than parents for the younger children. 
Girls generally did not agree with adults to a greater extent than boys as was 
hypothesized, and in fact results in general were not very notable. There was moderate parent-
teacher agreement for girls without ADHD, but other than that the results were all very low to 
low. |DS| analyses also did not show significant differences between gender groups. The lack of 
significant differences in agreement is consistent with prior studies assessing parent-child 
agreement on the Anxiety Disorders Interview Schedule for Parents and Children (ADIS C/P) 
(Choudhury, et al., 2003; Grills & Ollendick, 2003).  
The hypothesis that the direction in difference scores for parent-child agreement would 
be opposite between ethnic minority families and Caucasian families, but unfortunately the 
results did not support this hypothesis. True value difference scores did show a negative mean for 
the ethnic minority group indicating more children reported higher anxiety than their parents, 
however the difference was not statistically significant. Based on |DS|, minority children had 
significantly smaller differences in reporting from their parents. This finding was consistent for 
the ADHD group as well as the total sample, but not for the non-ADHD group. This suggests the 
possibility that as well as parents in different cultural groups seeing different behaviors as being 
problematic (De Los Reyes & Kazdin, 2005), there is another factor at work that reduces the 
discrepancy of reporting within minority families. 
Results in support of the hypothesis that children with ODD would show lower 
agreement with adults than children who did not have ODD were inconclusive and lacked 
significant results. Interestingly, agreement for the teacher-child group could not be reported 
because of a negative !, however, |DS| for that agreement pair showed significantly higher 
difference in teacher-child reporting for children with ODD and ADHD. This supports the idea 
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that children with externalizing disorders are highly discrepant reporters, and may add to the 
reason why their report is not seen as useful in the ADHD literature. These findings are further 
explained by the true value DS which showed a reverse from the total sample based on ODD 
when looking at children with ADHD. In the total sample, teachers were far more likely to report 
higher anxiety than the child if the child had ODD, but when adding ADHD, teachers were far 
more likely to report higher anxiety than the child if the child had ADHD and no ODD. 
Exploring the affect of academic performance on agreement did not yield any interesting 
findings. Assuming that a child’s performance in school could put strain on their relationships 
with parents and teachers, future analyses looking at different ways of assessing the child’s 
academic success or confidence in school may elicit a relationship with agreement.  
The hope for Aim 1 was to explain some of the variance in the levels of agreement with 
child characteristics, but unfortunately there were no significant differences in agreement 
between groups as defined by any of the chosen variables. Something is affecting the agreement 
relationship, whether it is in the assessment, the interpretation, the analysis or other external 
factors. There must be a reason that these pieces of information are almost completely unique 
from one another. Looking at the few significant results obtained on absolute value difference 
score analyses gives some evidence that part of the problem lies in how data analyses are 
conceptualized.  Social desirability has been proposed in the literature as another factor that 
could affect adult-child relationships. Children with ADHD are usually seen as overly compliant 
and eager to please which may lead to minimizing their symptoms, although results have been 
insignificant and non-conclusive(De Los Reyes & Kazdin, 2005; Grills & Ollendick, 2003). 
More external family or parent characteristics could be helpful to assess to see if things like view 
of the strength of parent-child relationship, or parental psychopathology may help to explain the 
variance in reports.  
Including multiple reporters in the assessment of child anxiety produces very different 
pieces of information. With a lack of empirical reasoning as to which one is the most “correct,” 
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especially when working with children who have comorbidities, looking at clinical decision-
making is essential to understanding what is really happening in practice. The results of the 
regression analysis showed that clinicians overwhelmingly favor the DICA anxiety diagnosis 
over other measures. While child and teacher report questionnaires were still included as 
significant predictors, the DICA alone explained 64% of the variance and had an accurate 
predictive power of 92.7%. In the shadow of the DICA, the statistical significance of child and 
teacher reports lack meaning. This confirms the hypothesis that due to bias among ADHD 
treatment professionals, the greatest weight and nearly all of the decisions are explained by 
parent interview. An important direction for future studies is to assess whether or not training 
seminars for clinicians on the importance of child report in the assessment of anxiety would have 
an impact on the weight clinicians give to child assessment on the diagnostic level.  
The big question that this study leads to is, whether or not there are children being 
missed in the current diagnostic structure. Looking at people who reported a clinical level of 
anxiety in the child, adds interesting information in that there were children who were not 
diagnosed when a high anxiety report was given, and there were children who were diagnosed 
who didn’t get even an at-risk level report from anyone on questionnaire reports. This gives 
evidence that some children may be over diagnosed while others are under diagnosed, and the 
diagnostic structure in general might not be the best fit for this population. In consideration of the 
findings mentioned above, that children with ADHD report less anxiety than their parents and 
teachers, perhaps clinicians should begin to pay even more attention to those children with 
ADHD who do report anxiety. 
The strongest predictive factor identified was a DICA diagnosis of an anxiety disorder, 
which was present in 86% of the clinician-diagnosed cases. The biggest questions remains in 
explaining the 13 cases that received a clinician diagnosis without a DICA diagnosis. Mean 
scores for all three reporters for these 13 children all fell below the at-risk level. These findings 
indicate that there are other factors contributing to clinical diagnoses of anxiety. Attempts to 
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account for these unknown factors could not be done within the current data set. A future 
prospective study including clinicians’ accounts of how they came to their diagnostic decisions 
could help account for some of this confusion. Finding a way to quantify aspects of the 
unstructured child interview could help to better explain what is happening in some of these 
confusing cases. The results support a need for more thorough training in anxiety assessment for 
clinicians who are experts in assessing for externalizing problems to help reduce their bias 
against child report. 
 
Limitations 
 It is necessary to highlight the limitations of the study, namely that the use of archival 
data for research limits the amount of freedom researchers have to answer the questions they ask 
of the data. There is a huge limit to the generalizability of the study for several reasons, this is a 
unique sample and can really only be discussed in reference to facilities that treat mainly 
externalizing disorders. Even beyond the clinical make-up of the population, this is a very high 
SES sample, which suggests that families with more resources are more likely to take their 
children in for assessment. This adds a confound of the parent’s motivation to better understand 
their child’s behavior, or learn how to handle their behavior better. Externalizing behaviors may 
be viewed as more of a problem in higher SES families. More research in a sample that has more 
low SES families is required to assess the impact of SES on the parental motivation and resulting 
diagnosis of the child. The study is also limited by the assessments themselves. Different item 
content and number of items factored into the t-scores for the BASC-PRS, BASC-TRS and the 
MASC makes comparing the information more of a challenge (Frick, et al., 2005). The fact that 
an unstructured child-interview that was given to children who had a high report of anxiety 
somewhere in their profile, and yet information was not included in the data set, is also a major 
limitation to this study. Variance in the agreement relationship could be better explained with 
 34 
 
further research into the best ways to assess anxiety in children. As the research continues to 
grow on assessment, agreement should be continually reanalyzed. 
 
Conclusions 
To summarize, overall findings of poor agreement between informant pairs is consistent 
with previously reports, as is the trend for parents and teachers to have higher agreement than 
adults and children. The variables examined to for possible effect on agreement were generally 
non significant, however several did increase or decrease the relationship to varying degrees. All 
of the results put forth in this study highlight the complexity of working with information from 
multiple reporters in child assessment, since they are generally very discrepant from one another. 
In spite of the difficulty in clinical decision-making, multiple informants are necessary since any 
one report cannot be seen as a better assessment of the child, especially when so much of the 
variance in agreement is left unexplained. It becomes the difficult task of the clinician to decide 
how to best incorporate each piece of information in the best interest of the child. 
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